Introduction and Brief Theoretical Review
Clinical and experimental reports of gender identity disturbances are now appearing in the psychiatric and psychological literature with impressive frequency. This is indeed remarkable since the first appearance of the term "gender identity" in Grinstein's Index of Psychoanalytic Writings did not appear until after 1963.
In the more recent literature on gender identity disturbance, the concept of "core gender identity" (35) has played a critical role. Though the concept had its roots in the research of Money and his colleagues on hermaphroditism (IS, 21, 22) , more recently, it has been used clinically and theoretically to separate transsexuals from other gender disturbed populations (for example, transvestites and effeminate homosexuals). Stoller (37) defines core gender identity as the "conviction, established in the first two or three years of life, that one belongs to the male or the female sex"; thus, according to Stoller, a transsexual is a biologically normal individual with the gender identity of the opposite sex. The use of this concept to establish criteria for diagnosis seemed, at first, to have good face validity since the adults first described as transsexual had long standing and stable beliefs that they were, or wanted to be, members of the opposite sex. However, gender identity is a hypothetical construct and is not something which can be directly observed. For this reason, clinicians have begun to focus on other features which appear to characterize the transsexual, such as little satisfaction from, and repugnance for, their own genitals and little interest in sex (5, 18) .
The rationale for investigating gender identity disturbances in children and young adolescents stems from three sources. The first, and probably most widely cited of the three, has come from retrospective accounts of adult patients with disturbances in gender identity or sexual orientation (6) , and from non-psychiatric populations of adult homosexuals (4, 33, 42) . In each instance, the retrospective reports suggested that the childhoods of these adults were characterized, in varying degrees, by a number of cross-sexed behaviours, including crossdressing, fantasizing and playacting roles of the opposite sex, preferring opposite-sex playmates, avoiding activities common to their own sex, and in some instances, expressing the wish to become a member of the opposite sex. As this kind of information became.known, investigators began to pay closer attention' to evidence of crosssexed behaviour in 'early childhood. Instead of regarding cross-sexed behaviour as a passing phase (36) , researchers wondered if this type of behaviour, especially when of long duration and of clear psychological import to the.child, was to be the forerunner of post-pubertal-problems in gender identity and sexual orientation, The few follow-up studies now available (19, 48) , though fraught wieh methodological and theoretical problems, seem to confirm the hypothesized correlation between early cross-sexed behaviour and later disturbances in gender identity or sexual orientation.
A second reason for focusing upon the earliest occurrence of this behaviour has been stimulated by the general interest within psychiatry in prospective, as opposed to retrospective, studies. The thrust of a prospective research strategy is rooted in the notion that the development of a particular: psychiatric syndrome will be more fully understood (and hopefully, treated) if one is able to observe it in its germinal forms as well as noting the factors contributing to its growth,
The third and final rationale arises out of the difficulties experienced in attempting to treat gender disturbed persons, Sex-change surgery is a successful solution for relatively few and has been followed, in some cases, by psychotic episodes (40) and suicide. Psychotherapy of adult gender disturbed patients has been generally unsuccessful in altering gender identity (25) although in some instances it has provided stability and better functioning. On the other hand, case reports of therapy with children (3, II, 13, (30) (31) (32) 34) and two adolescents (2, 8) appear more optimistic, although there is some question as to what extent the behavioural changes observed are related to significant changes in gender identity,
As the interest in disturbed gender identity development has grown, so have the number of theories attempting to explain it. Though in some respects the different theories overlap, we will limit ourselves to sketching only those attributes which make the theories distinct.
Stoller (39) has called boyhood transsexualism "an experiment in rearing that one would never have thought of performing -much less have dared to do". In his view (38, 39) , the development of male to female transsexualism will occur if, and only if, four factors occur in the course of the child's early development. First, the potential transsexual must be the son of a woman whom Stoller terms a "bisexual mother", whose own femininity was discouraged by a cold and distant mother but whose father related warmly to her, especially by sharing and encouraging masculine activities. Though this, penchant for masculinity disappeared at puberty, it was only to be reactivated, unconsciously, with the birth of a son. The second factor is the mother's perception of her son as being physically beautiful. In Stoller's view, the son provides the mother with the only happiness she has ever known in an otherwise despairing, hopeless existence and, unconsciously, becomes the mother's "feminized phallus". From this, the third factor -a prolonged and blissful motherchild symbiosis -emerges in which the dyad spends countless hours, months, and years together. As Stoller remarks:
Mother and son are ... too intimate, touch each other too much, understand each other without talking (38, p. 167 ).
Interestingly, it is only in the realm of feminine behaviour that this symbiosis has its pathological effect, since the mother does encourage independent activity with respect to other aspects of ego-functioning. But coupled with the fourth factor, either a physically or a psychologically absent father, the development of a female core gender identity proceeds unabated and the possibility of "disidentifying from mother" (12, 13) in the direction of masculinity is precluded.
Person and Ovesey (24, (26) (27) (28) offer an alternative theoretical analysis and argue that unresolved separation anxiety during the period of the separation-individuation phase of infantile development is the key to understanding disturbances in gender identity. According to this schema, primary transsexual ism and secondary transsexualism (that is, homosexual and transvestitic transsexualism) simply are symptoms which reflect different ways of handling separation anxiety at progressive levels of development (26) . In the case of primary transsexualism, the individual who is considered to have a borderline personality, has resorted to a "reparative fantasy of symbiotic fusion with the mother" . For the effeminate homosexual, unresolved dependency needs are resolved by changing sexual objects and unconsciously equating the partner's penis with the mother's breast. Finally, for the transvestite, the wearing of female clothing represents the mother as a transitional object; hence, the conferring of maternal protection. Since the core gender identity of the secondary transsexual is relatively intact, it is only under conditions of stress that he will resort to the transsexual wish as a method of allaying anxiety.
Learning theorists, while eschewing the use of psychodynamic explanation, also emphasize the early cross-sexed behaviour and note that the parents, especially the mother, are either indifferent to, or actually encourage, the child's feminine activity (for interesting examples see 7, 10 [chapter 15], 39 [chapter 17]). Moreover, social learning theorists emphasize the role of parents as models for the child's learning of sex-role behaviour. Mischel (20) notes that the effectiveness of a parent as a model depends upon the perceived power of that parent and his or her willingness to reward the child. It is thus reasonable to speculate, as does Green (10) , that feminine boys and masculine girls may have been physically Or psychologically deprived of suitable role models. Green has also speculated upon the role of parental reinforcement in determining the outcome of cases of boyhood femininity:
. . . one might expect that very feminine boys whose behaviour arouses concern at some time in childhood will more likely mature into masculine, homosexually-oriented adults. By contrast, those boys whose parents do not attempt to discourage thc feminine role behaviour might be more likely to retain a cross-gender role preference as well as a homosexual orientation -transsexualism (10, p. 300).
Cognitive theorists, such as Kohlberg (16, 17) , have emphasized the role of the child's early classification of self as a boy or a girl as an initial step in the development of gender identity. Within this perspective, it is the child's early self-classification which enables him or her to select appropriate models for the learning of a sex role. This may be especially important in situations where the parents do not provide adequate or consistent labels or feedback to the child about his or her sex, thus fostering a delay or a difficulty in developing an appropriate gender self-classification.
In each of these theoretical accounts, it is clear that the origins of disturbed gender identity are considered to be psychological in nature. At present, the only writer who has consistently de-emphasized interpersonal and psychological factors is Zuger (43) (44) (45) (46) (47) (48) , who argues that the origin and development of cross-sexed behaviour is "inherent in the boys themselves" (44, p. 1170) . Though others in the area (I, 10, [chapter 2) 39, [chapter 7]) also speculate on the role of biological and genetic factors in gender identity disturbances, these speculations have not yet been confirmed. On the other hand, aberrations in prenatal hormonal development, such as in the case of the adrenogenital syndrome (AGS) (9), do affect gender role behaviour. Compared to their unaffected sisters, the AGS girls are more active, prefer boys as playmates, daydream less about motherhood and marriage, show little interest in doll play, and so forth. However, these girls do not show a disturbance in what Stoller would term their core gender identity, that is, their basic sense of self as a female remains intact. Nevertheless, it is still clear that in certain gender-related syndromes biological factors appear to playa significant part .
In this vein, it is interesting to note that constitutional factors have been considered prominent in both feminine boys and masculine girls. Generally, the boys are 178 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 23, No.3 described as passive, sensitive, and avoidant of rough and tumble play; in contrast, the girls are seen as active, assertive, and preferring boyish activities. To what extent these constitutional patterns have a specific hormonal basis has not yet been determined but would certainly seem possible in light of the behaviour patterns described above for AGS girls. Animal studies (29, 41) , as well, have clearly demonstrated the role of prenatal hormones in determining post-natal behavioural patterns. This may be important both as a direct influence on development and in setting the stage for the operation of family pathology.
Research Strategy
Research with gender disturbed children has proceeded in a number of diverse ways. Stoller and his colleagues, for example, study a limited number of feminine boys intensively and where possible, offer psychoanalysis to the boys' mothers. Others, such as Bentler and Green, have attempted to quantify the presumed salient dimensions involved in this syndrome with the hope of confirming the hypotheses which have been generated in this area. Our own approach at present, attempts to combine a number of research strategies with the view that to exclude a particular approach at this time is premature. As will be described, the psychiatric assessment of the patient and family is conducted with the intent of reaching certain global clinical judgments as to the nature of the problem. At the same time, we have developed over the past year a number of psychological instruments which will enable us to quantify the observations made during the assessment of the patient and family.
Taken together, it is our hope that our research will enable us to accomplish the following goals:
• Replicate the findings of other researchers in this area and determine whether or not we are dealing with similar problems. • Develop techniques to more accurately assess the degree of gender identity disturbance in child and adolescent patients. • Develop effective strategies of case management with gender-disturbed children and adolescents, as well as their parents, and to determine, when, how, and under what conditions therapeutic intervention can be undertaken. • Identify the factors which will allow prediction of the probable outcome of a patient's gender and sexual orientation upon reaching adulthood.
The Clinic
In an attempt to understand more fully the origins of gender disturbance and to prevent pathology where possible, Dr. Betty Steiner, head of the Clarke Gender Identity Clinic, suggested the development of a child and adolescent section of the clinic. In collaboration with Dr. Gordon Warme, an assessment team was organized in the fall of 1975 to see gender-disturbed children.
Any child who presented to the Intake Department with a suspected gender problem, or who was described as manifesting cross-sexed behaviour, was referred to our clinic. Patients have been referred from Metropolitan Toronto and nearby communities in southwestern Ontario.
The patients are seen by a multidisciplinary team consisting of a psychiatrist, a psychiatric resident, a social worker, and psychology interns. The entire family is requested to attend the initial assessment interview. However, in some cases only the mother and the patient have been seen because of the patient's preference or because of non-cooperation by the father. The family is interviewed in order to identify the problems and to attempt to define the nature of the family interaction. Two team members conduct the interview while the rest observe from behind a one-way observation mirror. The patient is then interviewed individually and the parents are seen jointly. The focus of the interview with the child is on his view of himself, the cross-sexed behaviours, or any other problems which may exist, and feelings about and perceptions of his family. -In the parent interview, their individual and marital history, as well as a further developmental history of the child, is taken.
After a year and a half, we have devised a thorough questionnaire which structures part of the interview to elicit specific information. Thus, the interviews are focused, and to some extent, standardized. Questions are both very specific and personal, but provide useful information about the parents' sexual history, the patients' sexual activities and masturbatory fantasies. For example, we ask patients "How often do you masturbate?" and "What do you think about when you masturbate?" , rather than "Do you masturbate?"
Both the parents and patient are scheduled for extensive psychological testing. The parents are administered personality inventories, sexual history questionnaires, and tests which elicit information about their relationships with their parents. The adolescents also complete this test battery. As well, all patients undergo an exhaustive battery which include tests of intellectual functioning, projective tests to elaborate on hypotheses derived from clinical judgments, measures of cognitive style and fantasy patterns, and tests which reportedly measure sex differences. Our interviews and test battery are designed to yield information in keeping with our multidimensional perspective including cognitive, intellectual, dynamic, fantasy, behavioural, and historical variables.
A number of medical examinations have also been undertaken on some patients. These include chromosome tests, neurological evaluations and hormonal assays. A consultation with a neuro-endocrinologist led to the view that hormone evaluations of pre-pubescent children would not yet yield useful information.
If an adolescent has requested sex-change surgery, it is made clear that the outcome of the assessment may be other than a confirmation of the conviction of transsexualism -that the problem may be viewed in other terms. The patient is informed of the legal constraints, the difficulty in obtaining hormones before age 18 and surgery before age 21. Before further interventions are made, the adolescent is informed of the usual requirements of psychotherapy and expectation of being able to live successfully as the opposite sex.
Clinical Impressions
Because we had not organized our method of data collection until recently, our findings are presented here as clinical impressions. We hope to validate these impressions statistically as we follow up our cases. As of October 1977, sixteen cases have been seen: thirteen males and three females, with ages ranging from six to seventeen years. There have been four latency aged boys and the rest have been adolescents. Presenting complaints have varied. All three girls expressed the desire to be the opposite sex. Half the adolescent boys requested sex change, while the others presented with either gender confusion, homodysphilia or inappropriate sexual and aggressive behaviours. Peer problems and school difficulties were also mentioned. In the latency aged boys the complaint has been of effeminate behaviour and mannerisms, except in one young patient, a true hermaphrodite referred for consultation about his gender identity.
Diagnostically, it has been difficult to place any of these patients with certainty. Although some of the adolescent males have provided the more typical transsexual history of little erotic satisfaction from their penis and low sex drive, none have clearly fit Stoller's picture of being beautiful babies in a symbiotic relationship with the mother marked by prolonged body contact. Many patients had a history of difficulty in separating from their mothers. While this is in keeping with Person and Ovesey's theory of the aetiology of the transsexual wish, it has not been possible to identify with precision the time in the separationindividuation continuum in which the difficulties occurred. Thus, Person and Ovesey's theoretical concept of a developmental gradient has not been found useful in arriving at a diagnosis. Generally most of the patients, although presenting with cross-sex behaviours, manifest a confused gender identity as opposed to a clear cut cross-sex identity.
Six of the patients have displayed a borderline personality, as defined by Gunderson and Singer (14) . This has usually been manifest in disorganization and pro-180 CANADIAN PSYCUIATRIC ASSOnATlON JOURNAL Vol. 23, No.3 duction of bizarre material in unstructured situations. The others. have been considered to be more adequate in their personality makeup although they display dependent and hysterical characteristics. Our earlier impression of relatively adequate functioning is tending to change over time, and the suspicion that many of these patients have a borderline personality organization is becoming more compelling. This is consistent with Person and Ovesey's position that all primary transsexuals are borderline, but is in marked .contrast to Stoller's finding of comparatively good ego-functioning in his transsexual patients.
In agreement with Green (10), the boys have tended to be unassertive avoiding rough and tumble play, interested in beautiful things and often talented as play actors. The ease with which some of them assume different roles raises the question of the intactness of their ego boundaries, even in those adjudged not to have borderline personalities. Typically, the patients have had difficulty with the direct expression of angry feelings" a characteristic they frequently share with their mothers .. Compared with the boys, the girls in our sample have been quite active -in fact they have been labelled "hyperactive" by their families.. From an early age these girls were typically interested in rough and tumble play and sought boys as playmates.
The families have frequently been defensive about themselves and their child's cross-sex behaviours (23) and so we have not always felt that we have had a clear understanding of how they function. Most frequently however, the boys have had a highly dependent relationship with their mothers and an inadequate relationship with their fathers. These mothers have often tended to be dominant in their relationship with their husbands and often express a covert hostility towards or envy of men. The fathers, although sometimes violent and aggressive, have often appeared ineffectual. As Green noted in his population, many of them gave up attempting to relate to their sons whom they identified early on .as "sissies." They could not understand .their sons' interests and as they could not divert them to more masculine interests (receiving little help in this regard from their wives) they gave up. The mothers made little effort to encourage a bond between father and son and showed little interest in promoting the child's separation from themselves. Although in three families the parents were living apart at the time of the assessment, in most of the others the parents remained together despite considerable conflict, occasionally erupting in physical violence. In the families of the girls the threat of violence from the father was considered to be of prime etiological significance, as all three girls manifested fantasies of sex change providing them with the power to protect mother from this violent or threatening father.
The degree of parental concern over the cross-sexed behaviours of the children has varied. Typically, parents of the younger patients engage in considerable denial and a tendency to spontaneously underreport much inappropriate behaviour. Although the parents in two of the three families did not overtly encourage these behaviours, neither did they discourage them. In five of twelve cases of cross-dressing there was active encouragement of this behaviour by grandmothers.
In the case of the adolescents, some of the parents have refused to come to the clinic. Our speculation is that their need to deny is a strong underlying motive for their absence. Others have come hoping that we would confirm their belief that the adolescent was "just going through a phase". In some families there has been conflict with the adolescent partly over the expressed transsexual wishes but also around dependence-independence issues. This has sometimes produced exclusion from home, running away, antisocial behaviours and suicide attempts.
As our service has been primarily consultative, most of the patients have been referred elsewhere for management. Therapy has been recommended in most cases. With the younger patients, the hope has been to reverse the orientation, and with the adolescents, to help stabilize the individual and to allow him or her to clarify the gender confusion. Recommendations have focused on dealing with angry feelings more appropriately, resolving dependency issues, discouraging inappropriate behaviours and dealing with the pathological family interaction.
The motivation for treatment has not been strong. In the adolescents, many have agreed to enter into therapy as it is seen as a way of eventually getting sex-change surgery. However, they have generally not used psychotherapy to look very closely at themselves and their gender problems. The parents have been reluctant to engage in therapy seeing the problem as inherent in the child. Their resistance also manifests itself in an ongoing tendency to ignore or to rationalize inappropriate behaviours.
Some problems in management have arisen because of the availability of hormones and the "gay scene" to these adolescents. Information is now widely available through the gay crowd and so many adolescents come prepared with all the answers considered appropriate to procure them sex-change surgery. In addition, they may become more entrenched in their orientation because of the acceptance they receive and they, consequently, are less able to develop therapeutic insight. At the same time however, the gay crowd does provide social contact for many of these adolescents who otherwise feel like social misfits.
Discussion
Although we recognize many gaps in our knowledge, our current view of gender disturbance in children and adolescents is one that is gradually evolving through our experience with assessing these cases, and through our discussions with staff who see adults with gender problems.
As we have not yet seen a transsexual as defined by Stoller with a clear-cut cross-sex identity, we are more inclined to agree with Person and Ovesey that core gender identity in gender disturbed individuals is not that of the opposite sex. Rather, we view their core gender identity as an unstable entity. We feel that some children, particularly those with a temperament more like that of the opposite sex, have been exposed to confused messages about themselves and their behaviour; hence, their core gender identity does not crystallize at the normal age. These children may move in one direction or the other depending on their perception of their environment, the status of significant models, neurotic and separation conflicts, and peer pressure or reinforcement. Their excursions into one orientation or another seem to be attempts at resolving the basic confusion about their gender identity. Obviously, having a borderline personality might increase the confusion and also make the tendency to attempt this type of resolution more likely. In cases where denial is marked, a reasonable adjustment may be made. In many cases however, the denial is insufficient and under stress the confusion re-emerges and the patient may present requesting help. In adolescents the confusion seems to be alleviated on encountering "the gay crowd" who offer acceptance and affirmation of the self.
Future Plans
Our present intent is to follow up all patients seen in our clinic. If we can overcome the resistance of some families to return to meet with us we would like to monitor the progress of these patients over a five-to ten-year period to see which patients become more firmly entrenched in their transsexual wish and to see if we can define variables in the history which contribute to this course. Our attempt to monitor fantasy patterns over time is one area where we hope to find more reliable predictors of later behaviour. In addition, if funding is available, we would like to compare the same sex siblings on a number of variables to try to define etiological factors of a constitutional nature which contribute to gender disturbance. Ideally, another control group would include borderline patients without apparent gender confusion. Looking at the families of these individuals should help us define variables of family interaction specific to gender confusion. Again, comparing our population with families in which the child and mother experience separation problems (for 182 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 23, No.3 example, school phobia), but no gender problems, should give us clearer ideas as to the specific factors which contribute to gender disturbance.
Because of our pessimism about current therapeutic approaches we feel a need to look in different directions. One of the possible answers to overcome some of the negative aspects of involvement in the "gay culture" may be to provide adolescent patients with therapeutic groups which offer acceptance but are more critical in examining alternative lifestyles. This is something which we hope to explore.
Summary
Theoretical accounts of the ongms of gender identity disturbance are reviewed and then followed by a description of the establishment of a child and adolescent gender identity clinic. Clinical impressions of 16 gender disturbed patients are presented and the position is taken that most patients manifested a confused, as opposed to fixed, core gender identity.
Resume
On passe en revue les theories concernant les origines des perturbations de I' identite des sexes pour ensuite decrire la creation d'une cIinique pour enfants et adolescents ayant un tel probleme. On emet des impressions cliniques apropos de 16 patients ainsi perturbes et on concIut que la piupart des patients manifestaient une confusion de leur identite sexuelle plutot qu'une identite bien fixee. 
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